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ABSTRACT 
Crimean-Congo hemorrhagic fever (CCHF) is a widely distributed lethal disease, 
worldwide. Humans are usually infected with CCHF virus through a tick bite or close 
contact with viral contaminated tissues or with blood of domestic animals or of infected 
patients. The present study reports six cases of CCHF, who were in contact with both 
infected tissues and blood from sheep. In some regions like Golestan province (North 
of Iran), clinician suspicion may have an important role in early diagnosis and treatment 
of the disease. Conservative therapy (intensive monitoring) and prescription of antiviral 
medication (Ribavirin) accompanied with corticosteroids, was useful at the early stage 
of CCHF. 
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Crimean-Congo hemorrhagic fever (CCHF) is The virus has been classified as a Nairovirus 
a lethal zoonotic disease. It is caused by an genus from the family of Bunyaviridae.[3] In 
RNA virus that is widely distributed in wild Iran, Hyalomma species probably plays the 
and domestic mammals, birds and ticks.[1-3] main role in transmitting the infection from 
CCHF was first observed in Crimea in 1944 animals to humans.[7] 
by Russian scientists and was first isolated 
in Africa (Congo), from a febrile patient in The disease is usually transmitted to man 
Zaire in 1956.[4-6] following a tick bite or through contact with the 
blood of an infected patient or blood-
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muscular pains, headache, vomiting and pain 
in the epigastria and lumbar regions. A 
hemorrhagic state develops from the third to 
fifth days and manifests with petechiae, 
purpura, epistaxis, hemoptysis, hematemesis, 
melena and hematuria. In patients who 
recover, body temperature decreases within 
the 10th and 20th days and bleeding stops; 
however, convalescence can last up to 4 
weeks or longer. Death occurs from massive 
hemorrhage and cardiac arrest, from the 7th to 
9th days after onset of the illness.[1,8] The 
mortality rate of CCHF reported, is up to 30% 
in some studies.[1] Several studies have been 
done concerning probable risk factors like 
demographic features and the vocation states. 
It seems that butchers, veterinarians and 
sheepherders are at a special risk due to 
probable contamination with infected tissues 
and blood from animals.[3] 
Diagnosis is based on epidemiologic studies 
and clinical presentation. The diagnosis may 
be confirmed in a reference laboratory, by 
detection of a rise in specific IgG or IgM 
titers using the ELISA technique.[1] 
Meticulous patient care is the mainstay of 
treatment. In some cases, intensive 
monitoring and blood transfusion are needed. 
Prescription of antiviral medication such as 
ribavirin, has been beneficial.[1] 
CASE REPORT 
Six cases were admitted to the regional 
hospital consequently, with similar 
presentations of a hemorrhagic state. Their 
age range was from 13 to 29 years. Two of 
them were students; two were butchers, one 
was a driver and another, a housekeeper. All 
cases presented with sudden onset of fever, 
skin eruptions and petechia, purpura, 
epistaxia and generalized pain (myalgia). 
Bloody otorrhea and severe nausea and 
vomiting were seen in the 29-years-old driver, 
only. 
Gastrointestinal bleeding and hematuria 
occurred in the butchers. Genital bleeding 
occurred in the housekeeper. 
Leukopenia and thrombocytopenia were the 
two common lab findings that were seen in 
all cases. A scanty rise in hepatic enzymes 
(ALT/AST) was reported generally. 
All cases had a positive past history of close 
contact with domestics. Similar, but milder 
features were reported in the relatives. 
Serological (IgG and IgM using ELISA 
method) and virological assessments were 
positive (confirmed in Iran and Senegal 
Pasteur Institutes, Senegal) in all patients. 
Conservative therapy along with 
recommended WHO drug for CCHF (ribavirin), 
accompanied with corticosteroids was 
initiated. FFP, whole blood and platelets were 
transfused to compensate the severe bleeding 
state. 
They were cured and discharged after a 
successful conservative therapy, plus 
ribavirin and corticosteroids. 
DISCUSSION 
CCHF virus is widely distributed in 
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LETTERS TO THE EDITOR
CONCURRENT INFECTION WITH
DENGUE AND MALARIA
Sir,
Concurrent infection with two infectious
agents, can result in an illness having
overlapping symptoms, resulting in a
situation where both diagnosis and treatment
of a patient may become difficult for a
physician. We encountered one such case of
concurrent infection with falciparum malaria
and dengue virus, in a young girl.
This 21-year old girl, a hosteller in New Delhi,
developed high grade fever with chills, along
with severe headache and backache. Two
days later, she developed multiple,
progressively increasing, reddish macular
spots over her legs. No other localizing signs
were found on examination. In view of
thrombocytopenia (platelet count 35,000/mm3)
and a positive IgM ELISA for dengue, the
diagnosis of dengue fever was made. She was
treated symptomatically with antipyretics. The
platelet count subsequently increased and the
rash subsided, but fever spikes persisted, for
which she had been referred to our hospital.
On clinical examination, she was found to
have fading rashes on her legs with no pallor,
icterus, nor any lymphadenopathy, but the
spleen was enlarged. Peripheral blood smear
examination revealed a normal platelet count
(1,59,000/mm3) and presence of ring forms of
Plasmodium falciparum, with a parasite count
of 0.5%. Repeat IgM for dengue on day seven,
was again positive. Her liver and renal function
tests were normal. She responded to oral 600
mg chloroquine stat, followed by 300 mg after
8 hours and 300 mg daily for the next two
days. She became afebrile within 24 hours.
Repeat blood smear examination after 48
hours showed complete malaria parasite
clearance, but there was presence of
falciparum gametocytes, for which she was
advised a single dose of primaquine (45 mg),
at discharge after seven days.
In malaria and dengue endemic areas, the
instances of mixed infections of pathogens
is a well known fact. Malaria is known to co-
exist with filariasis and other pathogens.[1] To
the best our knowledge, this is the first report
from India, of mixed infection of P. falciparum
with dengue virus. A similar case has been
reported by Charrel et al recently, from
France.[2] The accuracy of serological
diagnosis of dengue fever in patients
experiencing malaria has been questioned
previously, because of nonspecific reactivity
by certain rapid serologic assays.[3] IgM
ELISA used, has more than 90% specificity
for dengue and in our patient, the fact that
serological tests were positive from two
different laboratories, makes us believe that
this patient indeed had an infection with
dengue virus. Delhi, being endemic for both
dengue and malaria, with increased incidence
during the month of October-November 2005;
the acquisition of both the vector- borne
infections concurrently, is possible. There are
six published case reports of concurrent
infection of dengue virus and a bacterium
(Salmonella typhi, [4] Shigella sonnei,
Leptospira spp.) or a virus such as
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domestics, wild animals and ticks. It is 
confirmed that one of the major roots of the 
transmission is the tick bite,[1-3] but some 
other reports showed that close contact with 
sheep had the main role in the 
transmission.[3] 
According the clinical response and cure seen 
in most of the patients who were treated with 
antiviral agents such as ribavirin accompanied 
with corticosteroids, it can be concluded that 
this treatment can be considered as a good 
treatment protocol, if prescribed at the early 
stages. Thus, we suggest this method of 
treatment as a basic treatment protocol in the 
early stage of CCHF. 
It should be noted that in this location, 
sheepherding is one of the most usual jobs. 
Special attention should be paid to the 
prevention and control of the disease among 
residents of such regions. 
Public awareness of CCHF is needed to fight 
against the disease. People who work with 
livestock or other animals in endemic areas 
like Iran, can take measures to protect 
themselves. 
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